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A 000 INITIAL COMMENTS A 000

 This visit was for a recertification survey of an 

excluded rehabilitation unit.

Date:  1/26/15 

Facility Number:  005107

Surveyor:  Jacqueline Brown, R.N., Public Health 

Nurse Surveyor

Franciscan St. Anthony Health-Crown Point is in 

compliance with the criteria for Rehabilitation 

Hospital Exclusion from Medicare's Hospital 

Prospective Payment System 42 CFR 412.23.

QA:  claughlin 02/18/15
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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